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Abstract

Moncrief Arny Community Hospital (MACH) at Fort Jackson,
South Carolina perceives it has a problemw th the efficiency
and effectiveness of its current referral tracking process. By
i nproving the process, the MACH | eadership hopes to optimze its
services and patient outcones, effectively inplenent the DoD
program “Primary Care Manager by Nanme,” neet and exceed
continuum of care requirenents as outlined by accreditation
st andards and regul atory gui dance, and inprove its financi al
status while managi ng the cost of referrals. |In order to
recommend i nprovenents to the process, the researcher revi ewed
current literature for optinal elenents of referral tracking
systens, and conducted a systens analysis of the current system
Next the researcher outlined the systens analysis results
t hrough data fl ow di agrans and verbal descriptions and conpared
these results with those elenents of optimal systens found in
literature. Finally, using these sources along with personal
interviews, the researcher provides recomendations for
i nprovenment of the current system Sone of these
recommendati ons include tracking referrals on an individual
basi s, consolidating the processing of all referrals to a
central office, and inproving the effectiveness of the databases

used in tracking referrals.
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| mproving the Referral Tracking Process at Mncrief Arny

Conmuni ty Hospit al

I ntroduction

For the last 60 years, the cost of healthcare provided in
the United States has continued to rise at alarmng rates
(CGetzen, 1997). In fact in 1996 healthcare represented one of
the largest U S. industries second only to real estate
(Gapenski, 1996). As a result, the industry has consunmed nore
than 14% of the United States’ 1999 G oss Donestic Product
(GDP). Sone of the reasons frequently cited for this large
consunption of healthcare goods and services include (Gapenski,
1996) :

1. Rapid advances in the use of high technology along with
the high cost of this new technol ogy;

2. An expanding el derly popul ation;

3. The U S. society’'s belief in the value of |ife and that
good health is worth any cost;

4. The high costs of nmal practice insurance;

5. Operational inefficiencies such as duplication of
servi ces;

6. The willingness of the federal governnent to fund
heal t hcare expenditures through Medi care and Medi cai d
progr ans;

7. The high cost of physician education;

8. The high cost of new facilities and equi pnent;
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9. Athird party paynent systemthat renpoves the econom c

responsibility fromthe consuners of health care
resulting in overutilization.

In particular, third party paynent systens made funds
available to allow the health care systemto grow rapidly and
absorb an ever increasing share of the total health care
econom ¢ output (Getzen, 1997). Third party paynent systens
energed in the 1920s and 1930s when the advances and costs in
medi ci ne and hospital care along the G eat Depression eroded the
public’'s ability to pay for health care (Gapenski, 1996).
Hospital s and their associati ons encouraged the devel opnent of
t hese insurance plans, which rapidly grew followi ng Wrld \War
1. Additionally, the governnent becane the nation’s |argest
third party payer in the 1960s when it enacted Medicare and
Medicaid to provide coverage to the elderly and the poor

The domi nant phil osophy during this period was when it cane
to healthcare no cost was too great. In response, health
i nsurance conpani es financed fee-for-service (FFS) reinbursenent
systenms to support this view (Schultz and Young, 1997). FFS
paynents included a specified anount paid to providers for each
visit or procedure a patient received (Getzen, 1997). This
systemoften all owed beneficiaries to visit their chosen
heal t hcare provider that generated a retrospective FFS paynent
by i nsurance conpani es to physicians and hospitals w thout

regard to the patient’s true need.
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Since a third party paid for the majority of this care,

patients were renoved fromthe econom c inpact of this care and
continued to consune nore and nore care without regard to cost.
Physicians in particular also enjoyed these bounti f ul

rei mbursenment nethods. As a result, during the 1970s and 1980s
the costs of healthcare continued to rise at extrenely fast
rates (Getzen, 1996). |In addition, this FFS system of paynents,
det erm ned based upon the previous year’s costs or
retrospectively, created no incentive for providers or hospitals
to i npl enent cost contai nment neasures (Shultz and Young, 1997).
According to Shultz and Young, it soon becanme evident to the
governnment and insurance conpani es, that they were paying for
unnecessary and in sone cases even dangerous patient care
(1997).

To sol ve these challenges, in 1983 the federal governnent
initiated a prospective paynent system (PPS). The system
referred to as diagnosis-related groups (DRGs), was designed to
provide a financial incentive for the discharge of patients as
soon as possible and to prevent unnecessary procedures and tests
(Shultz and Young, 1997). As a result, providers were paid a
set anobunt according to the diagnosis of the patient. These
paynments were determ ned in advance and set according to the
average cost required to treat patients with simlar conditions.
Therefore, if patients required | ess care the provi der nmade

noney while nore care caused the provider to | ose noney. This
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new system qui ckly created changes in hospital and physician

behavi or resulting in a nore conservative approach to ordering
tests and procedures with margi nal value (Getzen, 1997).

Unfortunately, although there were sone reductions in
heal t hcare costs, overall the DRG programdid not create | ong-
run reductions in the total costs of healthcare (Getzen, 1997).
Costs only shifted fromhospital inpatient services to hospital
out pati ent services and total healthcare expenditures continued
torise at historically high rates (Getzen, 1997).

The domi nant current response to the perceived failure of
t hese heal thcare-financing systens in the United States has been
the inplenmentation of nmanaged care (Fox, 1997). Managed care
attenpts to link the delivery of care with the financing of the
care. According to Shultz and Young (1997), “the concept of
managed care enbodies a direct rel ationship and interdependence
bet ween the provision of and paynment for healthcare.” In
addition, central to understandi ng managed care is the
under st andi ng of nanaged care’s popul ation orientation and the
organi zati on of provider networks that take responsibility for
this popul ation (Shultz and Young, 1997).

Managed care plans attenpt to provide sone relief fromthe
rising costs of healthcare, while providing quality accessible
nmedi cal |y necessary care. The fundanental function of managed
care, however, is to control the utilization of healthcare

servi ces (Kongstvedt, 1997). Rather than financing all care,
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managed care nmethods attenpt to restrict care to those with

nmedi cal needs in order to | ower costs for those who finance the
care. \Wether or not managed care has sol ved the cost

escal ation of health care is still under debate, but sone
studies indicate that health care managed and fi nanced through
managed care costs 10 to 20 percent |ess than under indemity

i nsurance (CGetzen, 1997).

The managed care nodel designed to provide the strictest
cost and resource control is often termed a Heal th Mii ntenance
Organi zation or HMO. HMOs attenpt to conbine health insurance
functions with the healthcare delivery systemin an attenpt to
provi de care at the nost appropriate and | east expensive setting
(Wagner, 1997). To do this, HMOs use a primary care nanager
(PCM who is usually a general nedical physician, physician’s
assistant, or nurse practitioner to manage the care of
i ndi vidual patients. These PCVs serve as the initial entry
point into the healthcare systemto provide intervention through
di agnostic or therapeutic maneuvers or instead to authorize
referral to the nost appropriate specialist. By managing the
resource utilization of patients and in particular by tracking
and preventing nedically unnecessary specialist referrals or
di agnostic procedures, HMOs attenpt to increase patient
favorabl e out cones, satisfaction and access while reducing the
costs for those financing the care.

As a |l arge healthcare benefit provider, the Departnent of
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Def ense (DoD) has experienced many of the sane chal |l enges

effecting the civilian healthcare industry. Uncontrollable
costs, as well as access and quality issues have plagued the DoD
heal t hcare system |In response, nuch like the civilian health
care environnent, the DoD has currently adopted its own nmanaged
care programternmed TRl CARE.

TRI CARE i s a managed care programcreated to serve DoD
mlitary nenbers and their dependents, as well as mlitary
retirees and their famly nenbers (Assistant Secretary of
Def ense (Health Affairs), 1995). The programis used to manage
the care of active duty nenbers and offers non-active duty
beneficiaries three options or nmethods in which to receive care:
Standard, Extra, and Prine. TRICARE Standard, an indemity type
pl an, offers beneficiaries the ability to i ndependently choose
access to alnost any civilian physician, but requires
participates to pay |larger cost shares, co-paynents, and
deductibles. TRICARE Extra, a Preferred Provider Organization
type plan, also offers the patient their own independent choice
of access to a network of providers but at discounted cost
shares, co-paynents, and deductibles. Finally, TRICARE Prine,
an HMO type plan, requires beneficiaries to enroll with a
primary care manager (PCM at either a local Mlitary Treatnent
Facility (MIF) or with a participating civilian PCM who nmanages
their care. The PCM of TRI CARE Prine patients becones

responsible for the initial treatnent and all referral
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aut hori zation of prinme patients. Since Prine patients

subordi nate nost of their care decisions to the PCM TRl CARE
Prime is the only plan that requires beneficiaries to enroll in
the program Prinme patients nmay al so access providers outside
of the guidance of their PCM but nust pay an additional Point of
Service (PQOS) fee.

All care for active duty nenbers is provided or arranged by
mlitary medical treatnent facilities (MIFs) under the current
Mlitary Health System (MHS). Therefore, active duty nenbers
are automatically enrolled in TRICARE Prinme and do not have the
option of choosing specialist providers w thout approval of
t heir PCM

The entire TRI CARE programis adm nistered by the TRI CARE
Managenent Agency (TMA) which is a tri-service agency (i.e.
serving all branches of the mlitary). Key to the operation of
the programis the designation of 12 Regional Lead Agents at
desi gnated MIFs. The Lead Agents are comranders of the sel ected
mlitary hospitals who insure operational enhancenents to the
MIlitary Health System The Lead Agents al so nonitor the
managed care support contracts for the provision of health care
services within the region that augnent the MHS or Direct Care
System These nanaged care support contracts then augnment the
IVHS facilities for services not provided or for those that have
exceeded capacity.

MIFs provide the majority of the care to the mlitary
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beneficiary population within their surrounding catchnent area.

This catchnent area is roughly defined as the area within a 40-
mle radius of an MIF. A |local managed care support contractor,
est abli shed by the TMA and nonitored by the Regi onal Lead Agent,
provi des any care that MIFs do not or can not provide to their
patients. As a result, MIFs have a responsibility and are
accountable to TMA, the Lead Agent, and the MHS for insuring the
proper admi nistration of the TRICARE programto their catchnent
area popul ati on.

The TRICARE Prine program (i.e. the HMO option) allows non-
active duty beneficiaries to choose a primary care manager from
a DoD organization or froma list of civilian PCMs who have
agreed to provide care under the TRI CARE program Active duty
nmenbers, however, choose only from MIF enpl oyed PCMs. These
PCMs then becone responsible for all initial treatnment of Prine
benefici ari es. As an option for treatnent, however, both DoD
and civilian PCVs can refer their TRICARE Prine patients to
specialists for further intervention or consultation. As wth
civilian managed care plans, tracking of the referrals and
consul tations generated by these PCMs represents an inportant
issue for the MVHS in resource utilization, patient access, and
quality of care.

Condi ti ons which pronpted this Study

As a Medical Treatnent Facility (MIF) | ocated on the Fort

Jackson Mlitary Reservation in Colunbia, South Carolina,
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Moncrief Arnmy Conmunity Hospital (MACH) has been the | argest DoD

TRI CARE Prinme provider for its catchnent area of over 57,000
beneficiaries since 1996. As a subordinate of the Southeast
Regi onal Lead Agent at Dwi ght D. Ei senhower Medical Center, Fort
Gordon, Georgia, MACH serves as a 60-bed hospital and as both a
primary care and specialty care facility with nunerous

capabilities (See Table 1. bel ow).

Tabl e 1.

Moncrief Arnmy Comunity Hospital Capabilities

Anest hesi ol ogy Occupational Health
Audi ol ogy Cccupati onal Therapy
Chiropractic Oncol ogy

Fam |y Practice Opt onretry

General Surgery O al Surgery

d dinic Ot hopedi cs

Gynecol ogy Pat hol ogy

| nt ernal Medi ci ne Pedi atrics

Nucl ear Medi ci ne Phar macol ogy
Nutrition Care Radi ol ogy

Physi cal Ther apy Respi ratory Ther apy
Podi atry Soci al Work
Preventive Medi cine Speech Pat hol ogy
Psychi atry Ur ol ogy

Psychol ogy

In Fiscal Year (FY) 1999, MACH saw over 370, 000 out pati ent
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visits, had an average daily census of 19 patients, provided

over 1,100 inmunizations a day, issued over 1,800 prescriptions
a day, and saw nore than 1,400 clinic visits per day (Moncri ef
Arny Conmmunity Hospital, 2000).

Al t hough the TRI CARE program has had nmuch success at MACH,
t he | eadership and executive managenent perceives it has a
problemw th its referral tracking process. According to the
Hospital’s Deputy Commander for Adm nistration or Executive
Adm ni strator, Lieutenant Col onel Dennis Coker, the | eadership
believes the current referral tracking process is reflective of
past incentives and business processes and is not an effective
mechani sm for current or future success (D. Coker, personal
conmmuni cation, 15 Septenber 1999).

These concerns seened to cone to focus during the Septenber
1999 Utilization Managenent Meeting. At that neeting, the
Chi ef, Managed Care Division discussed the need and a
requirement for a systematic review and inprovenent of the
referral tracking process (Moncrief Arny Comunity Hospital,
1999). According to her, the current systemlacks an efficient
tracking systemof referrals fromPCMs to MACH and civilian
speci al i st providers. She also stated that there is no way to
track whether or not patients even make it to their
appoi nt ment s.

Al t hough there have been few serious patient care concerns,

reductions in quality, or significant |osses of funds directly
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resulting froman inefficient referral tracking system the MACH

| eadership feels it can gain significant strategic advantages by
i nprovi ng the process. In particular by inproving the process,
the | eadership hopes to optim ze services and patient outcones,

i npl enent the DoD program “PCM by nane,” neet and exceed
continuum of care requirenents as outlined by accreditation

st andards and regul atory gui dance, and inprove its healthcare
financial status while managing the costs of referrals.

Optim ze Services and Patient Qutcones

Using a continually inproving organi zation strategy, the
MACH | eadershi p hopes to inprove patient outcones and the
services it provides through inproved referral tracking.

Further, inproved referral tracking supports current initiatives
and trends such as outcome neasurenent, evidenced-based
medi ci ne, and effective utilization of resources.

In addition, by inproving its referral tracking, MACH wi ||
support the current DoD initiative of Mlitary Health Services
(MHS) Optimzation in which the entire MHS is striving for
continually inprovenent towards a high performance mlitary
health system One of the primary goals of the IVHS Optim zation
Plan is the establishnent of the "Mst Effective O ganization."
The actual goal itself reads: “Determine the requirenents of a
"nost effective"” health services delivery system using best
busi ness practices and anal yze how to best fill the gap to

maxi m ze resource efficiency. Enploy our scarce Service
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resources in the nost effective nmanner, using 'best clinical and

busi ness practices' gleaned fromthe nost successful civilian
benchmar k organi zati ons” (Assistant Secretary of Defense (Health
Affairs), 2000a).

By inproving the referral tracking system MACH hopes to
optimze its services by using its specialist providers to their
fullest capacity. This wll prevent MACH fromusing civilian
specialists for care that its own providers can provide at |ess
cost and potentially better.

PCM by Nane

O her initiatives requiring inproved referral tracking
includes a recent directive by the Assistant Secretary of
Def ense (Health Affairs), Dr. Sue Bailey, on “PCM by Nane” or
“indi vidual provider inpanelnent” (2000). As a traditional
busi ness practice within nuch of the DoD, patients were assigned
or inmpaneled to a clinic, such as Famly Practice or Internal
Medi ci ne and not to any one provider. The new directive by
Health Affairs requires patients to have their care managed
directly by a designated PCM

Under traditional clinic inpanelnent, PCMs did not have
formal accountability for individual patients, so they may not
have tracked all aspects of a patient’s episode. In fact,
pati ents nmay have been subject to what has been called the
“col lusion of anonymty” (Rakel, 1995). This collusion of

anonynmity occurs when patient responsibility is |ost between the
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referring provider and the consultant resulting in inappropriate

deci sions and even duplicate tests or procedures. The problem
can further anplify when a PCMrefers to nunerous consultants

wi t hout any one taking full responsibility for the patient
(Rakel, 1995). Situations such as these create patient
frustration or worse conprom se patient care. Therefore, as PCMs
becone the true individual “patient care manager,” they may
experience an increased frustration with the current referral
tracki ng system and perceive the need for a nore efficient one.

Regul at ory and Accreditati on Concerns

Havi ng an effective referral tracking process may also aid
the organization in its accreditation maintenance and in its
ability to conply with corporate guidance. DoD policies, Arny
policy, TRICARE standards, and Joint Conm ssion on Accreditation
of Heal thcare Organizations (JCAHO standards all represent
agencies that require an efficient continuum of care as evidence
of sound quality patient care. Failing to provide or neet these
standards could create situations that may hurt patients and/or
result in the loss of hospital accreditation.

The JCAHO st andards regardi ng the Continuum of Care provide
t he nost detail ed explanations of their expectations on
referrals. According to the Conprehensive Accreditation Manual
for Hospitals (CAVH): The O ficial Handbook (CAWVH) Refreshed
Core, May 2000, the Coordination of Care or Services is “the

process of coordinating care or services provided by a health
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care organi zation, including referral to appropriate comunity

resources and liaison with others (such as the individual’s
physi ci an, other health care organi zations, or community
services involved in care or services) to neet the ongoing
identified needs of individuals, to ensure inplenentation of the
pl an of care, and to avoid unnecessary duplication of services.”
JCAHO defines the goal of the continuum of care function as
t he sequence, activities and processes during adm ssion,
i npatient care, and disposition of patients. They discuss a
systematic approach to the continuum of care and the referra
process w thout outlining specific ways of carrying out these
functions. Rather, the standards encourage the organization to
define its individual role in the continuumof health care
services available. The JCAHO Standards that directly describe

the need for a snooth referral process are listed in Table 2.

Tabl e 2.

JCAHO St andards Rel ated to Referral Tracking

St andar d Descri ption

CC. 4 The hospital ensures continuity over tine anong
t he phases of service to a patient

CC. 5 The hospital ensures the coordination anong the
heal t h professionals and services or settings

involved in a patient’s care.
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Tabl e 2. conti nued.

CC. 6 The hospital provides for referral, transfer, or
di scharge of the patient to another |evel or
care, health professional, or setting, based on
the patient’s assessed needs and the hospital’s
capacity to provide the care.

CC. 7 The hospital ensures that appropriate patient
care and clinical information is exchanged when
patients are admtted, referred, transferred, or

di schar ged.

By inproving the referral tracking, MACH will insure it not
only neets these standards but al so exceeds them by providing
i nproved patient services through referral tracking.

Fi nanci al Concer ns

As the TRICARE Program matures, its |eaders are attenpting
to use financial incentives to prevent the m smanagenent of
resources and to create business process changes. As a result,
contrary to previous DoD healthcare prograns, if quality care is
not provided to patients, dissatisfied non-active duty patients
can make choices that will have direct effects on the financial

bottom Iline of the hospital.
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Bef ore the TRI CARE program began, if patients were not

satisfied with the care they received at DoD facilities, they
were free to use the CHAMPUS program (Civilian Health and

Medi cal Programfor the Unifornmed Services). Under CHAMPUS,
nonactive duty patients could access care from any participating
provi der using a cost sharing type plan. Since, MIFs were
funded based upon their previous year’s costs this plan had
little financial inpact on DoD facilities. However, in 1995
CHAMPUS was replaced by TRI CARE (Summary of TRI CARE Fi nal Rul e,
1995), which changed these resource nethodol ogi es. Under

TRI CARE, DoD facilities receive capitated paynents for TRI CARE
Prime enrolled patients and | ose these paynents when patients
disenroll to receive their care fromcivilian providers under
TRI CARE Extra or TRI CARE St andard. Therefore, if MACH patients
choose civilian providers for care, the hospital’s financial
bottom | ine suffers.

Soon other factors may al so effect the financial bottom
line at MACH As TRI CARE and DoD fundi ng net hods evol ve,
accurate tracking of referrals will support the financial
viability of MACH while inaccurate tracking can cost the
facility nmoney. Under the current versions of TRI CARE resource
funding, terned the Bid Price Adjustnent (BPA), accurate
accounting of referrals does little to help the hospital’s
financial bottomline.

This BPA is a resource nethodol ogy for paynent by the
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governnment to the nanaged care support contract for referrals

and includes a nunber of steps (P. English, persona
communi cation, 15 Septenber 1999). First, the governnent pays
t he managed care support contractor for care it anticipates it
w Il provide determ ned upon the costs of a previous year terned
the data collection period. Then throughout the year, both
parties track the TRICARE patient visits to the civilian
provi ders in aggregate by specialist type, such as OB/ GYN, EENT,
etc. At the end of each year, the MIF and the contractor then
review t he aggregate data on how nmuch care was rendered at the
MIF as conpared to what was forecasted in the data collection
period. |If the MIF rendered nore care than in the data
coll ection period, the contractor returns a portion of its set
fee to the governnent. However, if the MIF rendered | ess care,
the contractor will receive additional funds fromthe governnment
to offset its fees and profits. Any noney paid to the
contractor or returned to the governnment is paid or received by
t he TRI CARE Managenent Activity (TMA). Excess funds that TMA
receives due to the efficiency of the MIF are eventual ly
distributed back to the MIF or to other conpeting entities.
Typically the delay between the actual delivery of care and
recei pt of paynent to or fromthe contractor is at |east a year
after the transactions. Si nce MACH operates on an annual
budget, the delay of this feedback negates any ability or

incentive to create a change in business processes (D. Coker,
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per sonal communi cation, 15 February 2000). Under new net hods of

DoD resourcing such as Revised Financing and the TRI CARE versi on
3.0, however, the tinmefranme between bill and paynent shifts from
nore than a year delay to a nonthly reconciliation. Even nore
significant to the MACH | eadership, after this reconciliation,
nmoney will flow between the contractor and the MIF instead of
fromthe contractor to the TMA. Therefore, rather than tracking
aggregate figures, the MIF nust becone aware of the individua
referrals it makes to the TRI CARE contractor or risk giving the
contractor noney for services that were not even rendered.

St at enent of the Probl em

The current referral tracking process for TRICARE Prine
beneficiaries at Moncrief Arny Conmmunity Hospital has perceived
inefficiencies potentially resulting in inefficient tracking of
referrals, provider and patient frustration, potential poor and
inefficient care, potential nonconpliance with regul atory
agenci es, and m snmanagenent of resources.

Literature Revi ew

According to The Managed Health Care Dictionary, referrals
and consultations are requests for additional care or nedical
information by a provider on behalf of a patient (Rognehaugh,
1998). Every physician, regardless of specialty, turns to
anot her physician for advice at one tine or another (Rankel,
1995). This useful practice of referral and consul tation becane

formal i zed as physicians specialized their training and limted
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their practice to a particular type of nedicine.

Referrals are defined as a tenporary or permanent transfer
of responsibility for a patient’s care fromone physician to
another (Curry, Crandall, & Coggins, 1980). Consultations,
however, are defined as a physician’s request for advice from
anot her physician about a patient (Curry et al., 1980). The
i nes between these two requests are often blurred; however,
referrals can be differentiated from consultations by the
transfer of responsibility (Bourguet, Glchrist, & MCord,
1998). For this project, the referral process includes both
practices of referral and consultation but inplies no transfer
of patient responsibility fromthe PCM Furthernore, it also
includes all adm nistrative support needed to ensure the
ef ficiency and effectiveness of the process.

The Referral Process

The referral process between the provider and patient has
five steps: (1) the referring provider and patient determ ne the
need for consultation, (2) the referring provider communicates
the reason and appropriate clinical information regarding the
patient to the specialist provider, (3) the specialist eval uates
the patient, (4) the specialist communicates all findings and
recommendations to the referring physician, and (5) the patient,
referring provider, and specialist determ ne further treatnent
(McPhee et al, 1984).

Accordi ng to Rankel (1995), less than 5% of all primary care
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results in referral. However, one study found that the average

referral generated about $3,000 in hospital charges and

prof essional fees (d enn, Law er, and Hoerl, 1987).
Furthernore, a w de amount of variation exists anong referra
rates fromgeneralists (Dononhoe et al, 1999). Therefore, the
decision to refer is a conplex issue and not easy to explain
(Lawi er, 1987). It can be assuned that many factors influence
t he deci sion and as Rankel (1995) stated, “the appropriate use
of the consultation process is an art that contributes to

i nproved patient care.”

Donohoe et al (1999) set out to study this practice and try
to determ ne what nedi cal and non-nedi cal factors influenced
outpatient referrals fromgeneralists to specialists. Their
five nmonth prospective survey found that of the referrals made
76% were influenced by both nedi cal and non-nedi cal reasons, by
only nedi cal reasons in 20% and by only non-nedical reasons in
3% (Donohoe et al, 1999). Sone of the top nedical reasons cited
in the study included to get advice about a therapy, to obtain
assi stance with making a diagnosis, to confirma diagnosis, to
performa diagnostic or therapeutic procedure, and to | earn nore
about treatnment options. Non-nedical reasons included to neet
the comunity standard of care, to accede to the patient’s
request for referral, to learn howto deal with simlar cases in
the future, to obtain assistance with patient education, and to

reassure the patient or the patient’s famly that a serious
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di sease i s not present (Donohoe et al., 1999).

Hi storically, the decision to refer a patient was based
upon quality of care concerns or patient preferences and
providers paid little attention to cost effectiveness (D Amaro
and Thomas, 1989). Wth the current dom nance of nanaged care
progranms, however, cost contai nment has becone an inportant
concern for this process. Provider referrals, therefore, have
beconme an inportant focus of managed care organi zation
utilization managenent controls (G enbowski, Cook, Patri ck,
Roussel, 1998).

The Effectiveness and Efficiency of Referrals

The high cost associated with referrals along with the w de
variation of referral rates and reasons for referral set the
stage for nunerous studies on reducing the total nunber of
referrals fromproviders. In one study, Cho et al. (1993)
performed a prospective review of non-urgent consultation
requests and reduced the rate of referral from4.3%to 3.2%
Anot her performed by Forest et al. (1999) found that anong
pedi atric patients in their study 50 conditions represented
84.3% o of all referrals. They suggested educators ensure that
t hese conditions were enphasized in primary care training
curricula in order to reduce nost referrals. Donohoe et al.
(1999), surveyed generalists and specialists over a five nonth
period and found that about one third of all referrals were

possi bly i nappropriate. The physicians in the study al so
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identified factors that could have avoided referrals including

nore training in specific procedures, consultation with a
trusted col | eague, tel ephone consults with a specialist, the
presence of a health educator, availability of clinical practice
gui delines, longer visit lengths, conputerized nedical expert
systens, MEDLI NE search capabilities, and subspecialty texts
(Donohoe et al., 1999).

Al t hough these studies inply that the physicians making
these inappropriate referrals may require additional training,
or additional support to avoid referrals, not all researchers
agree. The authors Fertig et al. (1993), found that high
variation in referral rates were not expl ained by inappropriate
referrals. Therefore, they concluded application of referra
gui delines woul d not be useful in reducing referrals to
hospitals (Fertig, Roland, King, More et al., 1993). Reynol ds
et al. (1991) had simlar findings. Their study found that a
high rate of referrals does not necessarily inply a high |evel
of inappropriate referral and that in sone cases “good doctors
refer nore patients” (Reynolds, Chitnis, and Rol and, 1991).

In addition to studies conducted to reduce total referrals,
researchers have | ooked into the efficiency of the process.
Sonme of these studies cite comrunication between the referring
provi der and the consultant as the main inefficiency of the
referral process (Kunkle, 1964; Bourguet, Glcrist, & MCord,

1998; Geynan, 1994; Mller, R & Mranda, F., 1991; MPhee, Lo,
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Sai ka, & Meltzer, 1984). Two of these studies urge the

referring physician to provide nore information for coordination
of care for the consultant to performhis or her job properly
t hrough nore detailed witten information or through a phone
call (McPhee et al, 1984; Geynman, 1994). Curry et al (1990)
even found that the use of a return mailer increased the
percentage of consultant feedback from39 to 60 percent.
Finally, Kinnersley, Rapport, Owen, and Scott found that in-
house referrals to other primary care managers (PCMs) often
avoi ded sone questionable referrals and satisfied patients
(1999). Their study found that 38% of 177 specialist referrals
wer e avoi ded through consultation with other PCMs.

O her nethods used to inprove the efficiency of the referral
process involve using nore recent technol ogi cal advances.
Technol ogi es such as optical nmenory cards (Sakashita et al.
1996), tel ecommuni cations equi pnent (Perednia et al, 1998) and
interactive voice response (Barhouny and Bitter, 1999) have been
used to inprove the efficiency of the referral process. Each of
t hese innovati ve approaches uses the technology that best fits
each organi zation’s individual situation.

O her studies suggest that some of these inefficiencies are a
result of the patient’s actions or inaction. Mny authors
suggest that patients never actually make their referred
appoi ntnents (Cartland and Yudkowsky, 1992; Jones, Sisson,

Kur basi ¢, Thomas, & Badgett, 1997). According to Jones et al,
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|l ess than half of all patients visiting a general pediatric

office wwthin a four-nonth interval, actually nade it to their
referral appointnent. In order to address this issue, WIson
(1987) found his rate of “lost patients” inproved when he
provided a single specialist for consultation rather than a |i st
of nanes.

Managi ng Referrals

Wth so many concerns about the efficiency of the referra
process, the managenent of the referrals and consultations from
PCMs is an often-scrutinized part of managed care. According to
Kongstvedt, the costs associated with non-primary care services
in the mgjority of managed care plans can be 1.5 to 2.0 tines
greater than primary care services (1997). Wth such a large
anount of resources followi ng each referral, physician referrals
and the referral process are inportant targets of managed care
organi zations tracking and utilization controls (G enbowski et
al, 1998).

The targeting of these referrals requires the managed care
organi zation to be able to capture utilization and cost data in
an accurate and tinely manner (Kongstvedt, 1997). According to
Kongstvedt, without this ability, any efforts to control
utilization will be severely hanpered (1997). Using the
captured utilization and cost data, organizations can determ ne
their referral rates per 1,000 nenbers per year. Commercial HMOs

average 1.2 encounters per nenber per year (PMPY), with a range
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of 0.8 to 1.3 encounters PMPY. Once organi zations capture their

cost data, they can benchmark thensel ves and i npl enent process
control neasures appropriately. In order to achieve control of
the utilization of these referrals, managed care organi zati ons
can use the basic nethods of referral control and the nethods
for tight referral control offered by Kongstvedt (1997).

The nost basic nethods of referral control are a PCM
aut hori zation system and sel ecting providers on a denonstrated
pattern of practice basis. Kongstvedt contends that an
aut hori zation systemis an essential elenent in managi ng
referrals and consultant costs (1998). Wthout a PCM
aut hori zati on system managers have a markedly di m ni shed chance
of effectively controlling referral utilization. One of the nost
effective ways to inpact referral expenses is to sel ect
providers on a denonstrated pattern of practice basis. This
applies to both PCMs and specialists since often | arge
differences in efficiency between providers exist (Kongstvedt,
1997) .

Kongstvedt in his book the Essentials of Managed Care, al so

outlines sone of the nost popul ar nethods to achi eve tight
control of the referral process (1997). These nethods incl ude
aut hori zations for single visits only, prohibition of secondary
referrals and authorizations, review ng reasons for referral,
limting self referral, standards for referral forns, and using

| arge case nmanagers.
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“Single visit authorizations only” (with few exceptions)

gi ve nmanaged care organi zations optimal control of referrals
(Kongstvedt, 1997). Once the PCM nakes the referral, he or she
provi des a uni que authorization for that referral. The

aut hori zation is then good for one visit and will be used for
one claim This nethod, however, is often difficult to enforce
and nmust not penalize patients or consultants because of PCM
errors. Further, factors inportant to this nethod are up front
di scl osure, nenber education, and periodic reeducation.
Exceptions to the single visit rule could include chenot herapy,
obstetrics, nmental health to nane a few but ultimately shoul d be
deci ded by the plan (Kongstvedt, 1997).

A second nethod for achieving tight control involves the
prohi bition of secondary referrals and authorizations. This
prevents consultants fromauthorizing additional referrals for
menbers. If a consultant wi shes to refer the patient to another
provi der, he/she must provide that information back to the PCM
who is the authorization authority. This nethod ains to prevent
unnecessary or even duplicate referrals (Kongstvedt, 1997).

Revi ewi ng reasons for referral represents another nethod for
tight control of referrals. This nmethod involves the nedical
director in the review of the reasons for referral from PCMs.

Ti ght systens have the director review prospectively, while nost
systens use a retrospective review. Preferably the director

reviews the referral formthat provides the reason for referra
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or, if electronic referrals are used, then a chart review

simlar to a Quality Assurance audit should be used (Kongstvedt,
1997) .

In reviewing the reasons for referral, the nedical director
or his/her representative should | ook for certain standards on
referral forms. The referring PCM should indicate why the
patient is being referred what the PCMthinks the diagnosis is
or what he or she is concerned about, what has al ready been done
and what exactly the PCM wants the consultant to do. Further,
the PCM should indicate the results of their own work-up or
significant findings on the patient’s history and physica
exam nation thus making the consultants’ job easier and nore
efficient (Kongstvedt, 1997).

Anot her nethod for increasing the efficiency of the referra
process is using |large case nanagers. Large case nanagers
attenpt to manage the provision of health care to nmenbers with
hi gh-cost nedi cal conditions who receive care across practice
settings (Kongstvedt, 1997). By involving a specialist as a
| arge case manager, patients who have chroni c and/ or hi gh-cost
probl ens outside of the know edge and expertise of the PCM can
be nore efficiently and effectively managed.

Finally, to achieve tight control, managed care plans should
l[imt nmenbers fromreferring thensel ves to consultants. Sone
managed care plans that offer a Point of Service option allow

self-referral, typically at higher costs. |In either case
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however, patient education is key in order to prevent uninforned

self-referral

Referral Tracking

The review of published literature produced very little
research directly related to referral -tracking systens. One
unpubl i shed study by Edwards, however, |ooked at the consult
managenent process at a DoD nedical center (Edwards, 1998).
Apparently, the nedical center in Edwards’ study was perceived
as a “bl ack-hole” for referrals. Providers fromlocal DoD
hospitals felt once referrals were sent to the Medical Center
very little was ever seen in the formof a return consult.

Edwar ds’ study differed fromthis study in that the Medica
Center was concerned about |osing requests for consultation
rather than losing track of referred patients from PCMs.

Edwar ds’ investigated the issue by perform ng an analysis of the
referral process, conducting literature reviews, interview ng
the staff of the facility, and working with a team of functiona
area experts to devel op a workabl e process. Fromthe results of
his study, Edwards reconmended increased education to PCMs, use
of conputer technology to inprove consult returns to other DoD
providers, inplementation of a Utilization Managenent program
and reorgani zation of the consult managenent office (Edwards,
1998) .

Systens Anal ysi s

Oten conplex systens require a detailed analysis of the
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overall process as well as a detail ed description of conponent

parts. Systens anal ysis techniques allow a conpete anal ysis of
a current process in a systematic and well -organi zed process. A
conpl eted systens anal ysis outlines the operation’s processes,
participants, and data systens used as well as describes the
i nteractions between these elements. To do this, the
i nformati on gathered regarding the studi ed process is displayed
in a series of data flow diagranms coupled with verba
descriptions of the entire process.

In 1992, the Coker used a system s analysis to descri be
i nprovenents to the nmanaged care prograns at a MIlitary Medi cal
Treatment Facility. |In addition, Edward s (1998) review of the
consul tation process also used a formof systens analysis to
describe the referral process at a Medical Center. Therefore,
given the problemof inefficiencies in the MACH Referral
Tracki ng Process and the need for an accurate description of the
process and rel ated el enents, a systens anal ysis appears as the
nost appropriate nethod of problemidentification and
resol ution.

Pur pose

The purpose of this study is identify inefficiencies and
propose inprovenents to the current referral tracking process of
all PCMs and specialists participating in TRICARE at Moncri ef

Arny Community Hospital and its catchnent area
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Met hods and Procedures

The net hods and procedures used in this study included a
review of current literature for optinmal referral tracking
el enents, a systens analysis of the current referral tracking
system at MACH, and a design of a recommended i nprovenents to
the referral tracking system

First, a review of referral tracking and referral nmanagenent
current literature was conducted in an attenpt to identify sone
of the key elenents or best practices of referral tracking
systens. Next, a systens analysis of the current referra
tracki ng process was conducted. Through this analysis, the
researcher attenpted to identify a conprehensive description of
the system A systens anal ysis nethod enabl es one to break
conpl ex problens into conmponent parts for exam nation. Once
t hese conponents are identified and conpared to best practices
and/ or common sense, the researcher can then provide
recomrendations for inprovenent of the referral tracking system
into a nore efficient process.

In order to performthe systens anal ysis, the researcher
met with those individuals who worked with referral nanagenent
and referral tracking on a daily basis at MACH. The i ndividuals
primarily included the MACH Health Care Finders (MHACF), who
coordi nate many adm nistrative aspects of referrals; MACH PCMs
and specialists; the Fort Jackson TRI CARE Service Center

director; and the MACH | eader shi p.



Ref erral Tracking Process 35
Data fl ow diagrans were then created to describe the

current referral tracking system These diagrans identified the
processes, entities involved, and the fl ows of data between
entities. By using the data flow di agrans, the researcher could
outline the process, break it down into its conponents, and
identify those areas requiring inprovenent. The results of the
initial systens analysis were then provided to the individuals
consulted to verify the current process.

Once these diagrans were constructed and val i dated by
partici pants, the researcher then exam ned the results and
conpared themwi th those key el enents or best practices of
referral tracking systens identified earlier. Finally, these
recommendati ons were then used to provide reconmmendati ons for
overall inprovenent and to construct an inproved system

The researcher considered the study results valid and
reliable after they were reviewed by at |east two sources.

These considerations are al so based upon the assunption that the
individuals interviewed were forthright and conplete in the
interviews. Sone individual answer biases are to be expected
but should not affect the overall study nethods. Thus, the
nmet hods shoul d address the problem and purpose of the study
while allowng for its duplication.

Resul ts

Literature Review Results

Aliterature review was conducted throughout the study in
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order to identify the elenents of the key el enents or best

practices of referral tracking systens. Very few articles

di scuss tracking referrals directly while many describe referral
controls such as prospective reviews or PCM aut hori zation
systens. Therefore, one can gain information on how to increase
the efficiency and control of the referral process, which can

t hen beconme the basis for a referral tracking system (See Table

3. bel ow).

Tabl e 3

Literature Elements of Referral Tracking Systens

Aut hori zation of Single Visit Only

Prohi bition of Secondary Referrals w thout PCM

Appr oval
Prospective Review of Referrals

Limted Self-Referrals

Referral Form St andar ds

Large Case Managers

Capture of Utilization
Capture of Cost Data
PCM Aut hori zati on System

Choose Based on Denpnstrated Practice Patterns

Ref erred Specialists

Provide Single Specialist for Consultation

Utilize Technology to Inprove Referral Tracking

Educate on Most Common Referrals from PCVs
Consult with O her PCMon Questionable Referrals
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Systens Anal ysis Results (Before Recommendati ons).

In order to outline and describe the current referra
tracking at MACH, the researcher used a systens anal ysis
approach. The data flow diagramformat used in this study
consists of five synbols representing the system el enents and
their interactions. The synbols include a square representing a
process or activity, a thick arrow representing process flow, a
thin arrow representing data flow or exchange, a rectangle for
partici pants, and an open ended box for data files whether paper
or el ectronic.

The systens anal ysis of the Referral Tracking perforned at
Moncrief Arny Community Hospital (MACH) found that there are
ei ght tasks (See Appendix A). The Main Task provides an
overview of the entire process. Then each of these tasks is
further broken into subtasks providing the nost detail on the
system

Mai n Task: Track Referrals.

The tasks associated with the Main Task: Track Referrals are
initiate routine referral, initiate urgent referral, refer to
specialist fromcivilian PCM receive energency or urgent
treatnent, review MACH referral for nedical appropriateness,
maxi m ze referrals to DoD specialists from MACH PCMs, refer to
civilian specialist from MACH PCM and feedback to PCM ( See

Appendi x A).
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These tasks represent the systens anal ysis results overview

of the referral tracking process at MACH First, patients and
providers initiate either a routine, urgent, or energency
referral. The referral may then be reviewed based upon certain
criteria that will be discussed within Tasks 1.3: Refer to
Cvilian Specialist fromMACH PCM Task 2: Review MACH Referra
for Medical Appropriateness, and Task 1.4: Refer to Speciali st
fromCGCvilian PCM Then attenpts are nade to maxi nm ze the use
of DoD specialists. |If these attenpts are exhausted, the
referral is then sent to the installation TRI CARE Service Center
(TSC) for selection of the appropriate civilian specialist.
Civilian PCvs send their referrals to the TSC for sel ection of
t he appropriate specialist. Finally, the tracking is conplete
when the PCM receives feedback fromthe specialist in the form
of a consultation.

Each of the tasks is further broken down into subtasks to
provi de detail on the present tracking and flow of referrals.

Task 1.1: Initiate ROUTI NE Referral

The subtasks associated with this task are determ ne the
need for routine referral, prepare referral request, and provide
gui dance to the patient (See Appendix A).

Initiating a routine referral begins with a patient’s visit
to his or her PCM During the course of the visit, the patient
and PCM may recogni ze the need for further assistance froma

specialist provider. This assistance may be required to



Ref erral Tracking Process 39
di agnose a condition, confirma diagnosis, performa procedure,

or any other reason they determ ne necessary. The PCMformally
approves the referral by generating the referral request by
preparing a handwitten Standard Form 513 Consultation Sheet (SF
513), DD FORM 2161 Request for Cvilian Medical Care (DD 2161)
or by entering the request electronically into Machos
consolidated informati on system naned the Conposite Health Care
System (CHCS). The referral request generally includes the
reason for the request and any other information the PCM deci des
is necessary. The task is conpleted with the PCM providi ng

gui dance to the patient on what he or she should do follow ng
the visit to the specialist. Typically, MACH PCMs request
patients to initiate a followup visit or phone call with the
PCMto discuss the specialist’s results (L. Cote, K. Phelps,
personal conmunication, March 15, 2000).

Task 1.2: Initiate Ugent Referral

The subtasks associated with this task are determ ne the
need for urgent referral, contact specialist, prepare urgent
referral, and guidance to patient (See Appendix A).

I f during the course of a patient-PCMvisit, the PCM
determines that the patient requires specialty care within 72
hours, then the PCMinitiates an urgent referral. The PCMfirst
identifies the type of specialist required and attenpts to use
one of the specialists on staff at Moncrief or at the Regiona

Medical Center. |If the PCM can not secure an urgent appoi ntnment
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with one of these specialists, they then attenpt to contact a

net wor k- participating provider. |If they are still are
unsuccessful, they finally contact a non-network participating
provider. The PCMthen enters the referral request into CHCS as
an electronic referral and calls the MACH Heal th Care Fi nder
(MHCF) to informthem of the urgent referral. The MHCF

i medi ately prints the referral, faxes it to the TRI CARE Service
Center (TSC) for urgent authorization, and posts the request to
their IHCF dat abase. Once the TSC receives the referral, they
confirmthat it nmeets MIIliman and Robertson criteria, Humana
policies, and OCHAMPUS policies for referral, posts the request
to their TRICARE Heal th Care Fi nder (THCF) database, and then
buil ds the authorization into their medical clains database
termed the CHAMPUS Regi onal Information System (CRI'S) dat abase.
Finally, in order to conplete the referral process, the PCM
instructs the patient to initiate a followup visit or phone
call to discuss the results of the specialist visit.

Task 1.3: Refer to Specialist fromCvilian PCM

The subtasks associated with this task include receive
referral request, track referral request, verify referra
criteria met, determine if specialty is available at MACH book
appoi ntnment, determne if specialty is available at VA facility,
determne if specialty is available in network, determne if
specialty is avail able at non-network participating provider,

and determne if specialty is available at non-network non-
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participating provider (See Appendix A).

If a TRICARE Prinme patient receives his or her primary care
froma civilian PCM the PCMforwards all referrals for the
patient to the TSC for authorization. Once the TSC receives the
referral, the THCF posts the request to the THCF dat abase and
then reviews the request according to the MIIlinman and Robertson
criteria, Humana policies, and OCHAMPUS policies. |f additional
information or further action is necessary as a result of this
review, the THCF returns the request to the provider. However,
if the criteria for referral are net, the THCF uses a |imted
CHCS tenplate to determne if MACH has the referred specialty
avai lable within the tine frame specified by the PCM or by
TRI CARE 30 day standards if no tinme franme is specified. | f
the specialty is available at MACH, the THCF books the
appoi ntnment for the patient and notifies the patient.

|f the specialty is not available at MACH the THCF | ooks
to the local VA facility for availability. |If the VAis
unavail abl e, then the THCF attenpts to use a network specialist.
Havi ng exhausted the list of network specialists, the THCF | ooks
for a non-network participating provider and, as a |ast resort,
a non-network, non-participating provider is used.

Once the THCF finds an avail abl e specialist, they authorize
the visit in the CRIS database and notify all participants

including the PCM patient, and specialist of the authorization.
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Task 1.4: Receive Energency or Urgent Treatnent

The subtasks associated with receive enmergency or urgent
treatnment include determne the need for visit, provide care,
recei ve post-approval request, send to TSC for post-
aut hori zati on, and authorize the energency visit (See Appendi x
A) .

First when a patient determ nes that they need urgent or
energency treatnment, they either call 911, 751-CARE, or proceed
to the nearest energency room ( ER)

| f the patient receives energency treatnent at a civilian
facility, they are then obligated to phone 751-CARE within 24
hours of their visit and request post-approval and
aut hori zation. A nenber of the MACH appoi ntnment center wl|l
receive their request and prepare a handwitten 2161 or 513
reflecting the patient’s situation. The appointnent’s
i ndi vidual then hand carries the 2161 to the individuals PCM or
to the Chief of the Departnment of Famly Health for approval
Then the formis hand carried to the MACH HCF office and sent to
the TSC for post-authorization. At the TSC, the HCF posts the
recei pt of the energency visit into their database and buil ds an
aut hori zation in the CRI S dat abase.

If the patient feels they need urgent or energency care and
calls 751- CARE during normal duty hours, the patient will talk
with a MACH appoi ntnment cell individual who will schedul e an

urgent visit with one of the MACH providers fromits urgent care
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clinic terned Treatnent Referral Area (TRA). The patient wll

then receive care at MACH and the results of the referral wll
be placed into the patient’s heal thcare record.

If a patient believes they need urgent care and they cal
after normal business hours, they will either speak directly
with a nenber of the Health Care Information Line (HCIL) or a
menber of the TRA staff.

| f the individual discusses their situation with a HCL
representative, the HCIL representative will provide advice to
the patient as to the proper |level of care required. The HC L
representative will then generate a record of the transaction
along with the recomrendations they gave and will forward it to
t he MACH nanaged care office.

| f the individual speaks with a nenber of the TRA staff,
the staff can al so provide gui dance and even arrange an
appoi ntnment for urgent care at the TRA. |If the patient then
receives care froma TRA specialist, a TRA staff nenber wll
pl ace information regarding the visit in the patients HCR
However, if the TRA provider believes the patient requires an
energency roomvisit, the provider will direct the patient to
t he nearest energency room Further, that TRA provider may
initiate a referral approval by conpleting a 513/2161 based upon
the information received fromthe phone call.

Thi s approval request will then be picked up the follow ng

norni ng by a MACH nanaged care health benefits advisor (HBA).
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This HBA then conpl etes any m ssing el enents of the form and

faxes it to the TSC. The TSC posts receipt of the referral into
t heir database and builds the authorization into the CR' S
dat abase.

Task 2: Review MACH Referral for Medical Appropriateness

The subtasks associated with this task are performquality
assurance, print electronic referrals, receive witten referral,
and revi ew nmedi cal appropriateness (See Appendi x A).

After referrals are entered into CHCS by PCMs, a quality
assurance check is supposed to be conpleted within two days
after the referral generation. However, at this tinme, no
qgual ity assurance check is being done, but the two-day delay is
still present. The norning of the third day after the referra
was posted to CHCS, the MACH Health Care Finder (MHCF) prints a
consolidated |ist of all referral requests and then prints each
referral individually. Al hand witten referral requests are
al so gathered by the MHCF at this tinme. The MHCF then revi ews
the requests for referral from non-PCM providers and forwards
t hem t hrough office distribution to the patients PCM for
approval . Once signed, the PCM support staff returns the
request back to the IVHCF.

Referrals for select nedical specialties are then separated
for nedical appropriateness review. These include any referrals
to the MACH clinics of Othopedics, Uology, and Physi cal

Therapy. Providers fromthese clinics daily go to the MHCFs
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office to review all referrals generated for their specialty.

If the referral does not contain enough information or does not
require specialist intervention, the clinic specialist wll
return the referral to the PCMfor additional information or
action.

Task 3: Maxim ze Referrals to DoD Specialists from MACH

PCMVs

The subtasks associated with this task are detern ne
patient category, determne if specialty is available at MACH,
determine if specialty is available at other DoD facility, book
appoi ntnent, authorize supplenental care for active duty
patients, transfer prine patients to TSC, and di sengage non-
prinme patients (See Appendi x A).

Once referrals are screened for nedical appropri ateness,
they are again consolidated by the MHCF. The MHCF t hen
determ nes the patient’s category by viewing the patient’s
information in CHCS. The referrals are then divided into the
pati ent categories of active duty, non-active duty TRI CARE Prine
(Prinme), and non-TRI CARE Prinme (non-Prine).

The MHCF then reviews each referral and attenpts to
maxi m ze the use of specialists within MACH and provide limted
space avail able care to non-TRI CARE Prinme patients. Using CHCS,
the MHCF reviews the avail able MACH provi der tenpl ates for
appoi ntment availability within the time frame specified by the

PCM
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For Prine patients, the MHCF attenpts to find a specialist

at MACH avail able within the PCMs specific tine frame or the
MHCF uses the TRI CARE standard of 30 days fromthe date of
referral

Appoi ntnments for Non-TRICARE Prine patients’ are allocated
if the specialty exists and if any appoi ntnments are avail abl e
within five working days of the MHCF review. By using this
five-day rule of thunb, the WMHCF attenpts to fill any short-
noti ce appoi ntnents that nay go unbooked while | eaving the
maj ority of appointnents available for active duty and TRI CARE
Prime patients.

|f the specialty exists at MACH and an open appoi ntnent is
avail abl e, the WMHCF contacts the patient and books the
appointnment in CHCS. Then the MHCF copies the CHCS referral
request form sends the original to the specialist, and sends
the copy to the patient.

If the specialty does not exist within MACH or access
st andards cannot be net, the IVHCF attenpts to utilize other DoD
facilities for specialist care. The MACF attenpts to send the
patient to the Regional Medical Center Dwi ght D. Ei senhower Arny
Medi cal Center (DDEAMC) at Ft. Gordon, GA. The use of this
Medical Center is |imted since it falls outside of a one hour
driving distance standard set by the TRI CARE program for Prine
patients. Therefore, TRICARE Prine patients are not obligated

to use the facility. Active duty patients, however, are not
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limted by this standard.

If the specialty required for non-Prine patients exists at
DDEAMC and the Medical Center is willing to treat the patient,
t he WHCF books an appointnment for the patient. Since DDEAMC is a
teaching facility, the nedical staff is often willing to treat
non-Prine patients in order to maintain or increase
conpet enci es.

To conplete all referrals to the nedical center, the MHCF
faxes the referral to the Ei senhower HCF who returns the fax
with the referral date. Then the MHCF enters the referral into
t heir IWHCF Dat abase, keeps a copy of the referral, and sends the
original to the patient.

The MHCF will repeat the process foll owed above for other
DoD facilities such as Walter Reed Arny Medical Center, but
normal ly the query is limted to those facilities that the PCM
or MACH nedi cal staff recommends. Active duty patients
generally wll be sent to access the DoD facilities while Prine
patients can refuse to use these services since the facility is
out of the TRI CARE one hour driving standard.

If no DoD facility is available for the specialty care
required by an active duty soldier, the MHCF begi ns the
suppl enental care approval process. In order to prevent
liability issues and to conserve funds, it is nore advantageous
for the DoD to have active duty service nenbers treated by

mlitary providers. Therefore, the supplenmental approval process
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exists to prevent unnecessary referral of active duty service

menbers to civilian providers.

The first step in this subtask involves the VMHCF forwardi ng
the PCVs referral request to the MACH Deputy Commander for
Clinical Services (DCCS) for approval. The DCCS then revi ews
the request and if necessary seeks additional information
directly fromthe PCM |f the DCCS di sapproves the request, he
or she returns the referral to the PCMfor further action.
However, if the DCCS does approve the referral, the MHCF books
an appointnent with a TRI CARE network provider or, if none are
avai | abl e, a non-network provider. Finally, the MHCF records the
suppl emental care transaction in the MHCF dat abase and faxes al
of the referral information to the Regi on TRI CARE suppl enent a
care programoffice at Ft. Gordon, GA, and mails copies to the
patient as well as the specialist.

The next subtask involves transferring the remaining Prine
patients to the TSC. However, before the referrals are sent, the
IMVHCF posts the records to their database. Then a TSC
representative daily picks up a copy of a consolidated |ist of
referrals for civilian care.

The final subtask involves di sengagi ng non-prine patients.
|f care is not available within the DoD system the MHCF
di sengages non-Prine patients fromthe DoD system so that they
may utilize civilian providers. To di sengage the patients, the

VHCF sends a copy of the referral along with a meno outlining
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how t he patient can receive help fromthe TSC in locating a

specialist for their referral.

Task 4. Refer to GCvilian Specialist from MACH PCM

The subtasks associated with this task are receive referral
request, track referral request, verify insurance criteria net,
determine if specialty is available at VA facility, determne if
specialty is available in network, determne if specialty is
avail abl e at non-network participating provider, determne if
specialty is avail able at non-network non-participating provider
(See Appendi x A).

Daily, a TRICARE Service Center Health Care Finder (THCF)
picks up a list of referrals for civilian specialty care from
the MHCF office. The THCF then hand-carries the list to the TSC
and posts these requests to the THCF database. Next, the THCF
reviews the requests according to the MIIlinman and Robertson
criteria for outpatient visits, Humana policies, and OCHAMPUS
policies. |If the criteria are not net the THCF returns the
referral to the MHCF who passes it to the requesting PCM
Additionally, the THCF also reviews the requests for the nunber
of visits authorized for the patient. |f the PCMdid not
i ndi cate the nunber of visits, the THCF returns the referral for
the PCM s gui dance.

If the criteria for referral are met and the nunber of
visits are indicated, the THCF then determnes if the required

specialty exists at the local VA nedical center. |If the
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specialty is available, the THCF then determ nes if an

appointnment is available within either the PCMs requested tine
frame or wi thout specific PCM guidance within the 30 day TRI CARE
standard. If the VA hospital does not have the specialty or an
avai | abl e appointnent, then the THCF attenpts to find a
specialist and an appropriate appointnment time within the
TRI CARE network. |If none are available within the network, then
the THCF attenpts to use a non-network participating provider or
as a last resort, a non-network non-participating provider.

The THCF then finds builds an authorization for the
appoi ntment by entering the appropriate information into the
CRI S dat abase. Then the THCF notifies the patient, and the
specialist via mail or fax of the visit and the visit
procedures. These procedures include information for filing the
claim the nunber of followup visits, and the requirenent for a
returned consul tation.

Task 5: Feedback to PCMs

The subt asks associated with this task are patient
speci al i st encounter, conplete consultation, receive
consultation, initiate followup visit, patient-PCMfoll ow up
visit, and PCM education (See Appendi x A).

Havi ng recei ved approval and authorization for a visit to
any specialist whether DoD or civilian, the patient and
speci alist neet for the specified anount of encounters. Upon

conpletion of these visits, the specialist and the patient often
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di scuss the results and findings of the specialist. The

specialist then prepares a consultation for the originating PCM
and forwards it to either the PCMs office or the TSC. If the
TSC receives the consultation, they hand carry the consultation
to the MHCF office. The MHCF then places the consultation from
the TSC along with any consultations they have received into the
PCMs clinic distribution box. Then the consultation is
returned to the PCM through office distribution.

When the PCM receives the consultation, they often keep a
copy for their office files and send the consultation to the
Patient Adm nistration Division (PAD), who places it in the
patient’s nedical records.

After the visit, the patient initiates a followup wth the
PCMif directed in Task 1. At that visit, the patient and the
PCM review the consultation results and decide on further
treatment if needed. Upon conpletion of the visit, the PCM
pl aces the consultation into the patient’s nmedical record and if
necessary keeps an office file of the consultation.

Finally, PCMs within MACH informally comuni cate and
educat e each ot her about the types of referrals and patients
t hey have seen. The relatively small size of the Family Health
Center, where nost PCMs are |ocated, allows themto the
opportunity to discuss these issues on a regul ar basis.

Literature Revi ew Conpari son Results

Upon conpl etion of the systens anal ysis, the el enents of
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referral tracking systens in literature were conpared with those

el enents present in the current referral tracking system at

MACH. The results were then displayed in Table 4.

Tabl e 4.

Conparison of Elenents in Literature and the Present System at

Moncrief Arnmy Comrunity Hospital

El enents of Referral Tracking Systemin Present in MACH
Literature Syst en??
Aut hori zation of Single Visit Only No
Prohi bition of Secondary Referrals w thout Yes
PCM Appr oval

Prospective Review of Referrals No
Limted Self-Referrals Yes
Ref erral Form St andards No
Large Case Managers Yes
Capture of Utilization No
Capture of Cost Data No
PCM Aut hori zati on System Yes
Choose Speci alists Based on Denonstrat ed No
Practice Patterns of Referred Specialists

Provi de Single Specialist for Consultation Yes
Uilize Technology to I nprove Referral No
Tr acki ng

Educat e on Mbst Common Referrals from PCVs Yes
Consult with O her PCM on Questionable Yes
Referral s
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Di scussi on

Critical Analysis of Strengths and Waknesses

The literature review and construction of the systens
anal ysis provi ded opportunities to identify many of the
strengt hs and weakness of the current referral tracking system

Strengths of the Current System

PCM Educati on on Mbst Conmobn Referrals

Current literature suggests educati ng PCMs on nost often
referred conditions (Forrest et al., 1999). Although no
standard data is collected, PCMs at MACH do share information
anongst each other on top referrals and special treatnents.
Since the hospital is relatively small and all PCVs are within
the same clinic, they are able to exchange information rather
often and quickly. Furthernore, PCMs request consultations from
other PCMs at MACH, thus saving referrals to costly specialists
(L. Cote, personal conmunications, April 26, 2000).

However, formal data collection of consultation results may
further aid the PCMs in their consultation decisions. Too often,
patients are seen by PCMs and, unless the patient initiates a
foll ow up appoi ntnment or the consultation returns to the PCM
the results of the encounter go unchecked and uncol |l ected. By
tracking patient referrals and educati ng PCMs on consultation
results, MACH PCMs may prevent additional referrals, increase

patient satisfaction, and save the facility noney.
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Prospective Revi ew

Anot her strength of the current systemis that all civilian
referrals are prospectively reviewed for the appropriate
referral criteria. This step is performed by the TRI CARE
Service Center HCF (THCF). The THCF perforns this check on al
routine referrals received and requests additional information
or rejects themif inappropriate.

MACH al so believes it has an obligation to performthis
review on internal referrals but currently does not do so. More
research is needed to determine if this reviewis actually
required. However at present, since the MACFs are not aware of
the current policy, they still allow two days to pass before
acting on referrals. This delay could nmake the difference in
optim zing MACH providers or sending the referral to costly
civilian specialists.

Case Managenent

Case nmanagenent represents another strength of the referral
process at MACH. According to Major doria Long, the Drector
of Case Managenent at MACH, case nanagenent at MACH is a
clinical systemthat focuses on diagnostic groups identified as
hi gh vol une, high cost, and high users of Iimted resources (G
Long, personal communication, April 24, 2000). The goal of case
managenent at MACH is to optim ze the patient’s self-care
capabilities, pronpote efficient use of resources, provide

quality of care across the conti nuum and enhance the patient’s
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quality of life.

In addition, the case nmanagers at MACH track active duty
soldiers that receive care in civilian facilities. The case
manager is the link between the active duty soldier’s unit,
civilian specialists, and MACH providers. To do this, case
managers follow the patient’s treatnent plan and assist the
civilian facility in the coordination of the patient’s return to
MACH, his unit and his followup care.

Referrals Require PCM Approva

Al referrals require PCM approval in the MACH tracking
system This even applies to referrals generated by MACH
specialists. If the MACH health care finders receive referrals
fromeven MACH specialists for patients, the health care finder
will forward the request to the patient’s PCM for approval

Single Specialist for Consultation

Anot her strength of the MACH referral process is that
patients are referred to a single specific provider. Although
the health care finder or PCM may contact nore than one
specialist in order to determ ne availability, when the patient
actually receives the approved referral it is specifically for
one provider. This prevents the patient from having to contact
numerous specialists in order to determ ne availability.

Further, this places MACH in a better position to control the
speci alist that the patient sees. Therefore, if MACH determ nes

whi ch providers that they do not want patients visiting, they
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can potentially exclude that provider from seeing MACH pati ents.

Weaknesses of the Current System

Aggregate Referral Tracking

Per haps the greatest weakness of the referral tracking
systemat MACH is that there is very little “tracking” actually
happening. Referrals are generated by PCVMs who ask their
patients to make follow up visits after their specialist visit.
But, unless the patient makes this follow up visit or the PCM
receives a return consultation, the PCM does not track referrals
on nost patients nor does he or she even know if the patient
made their appointnment. As a result, patients, not their PCMs or
even adm nistrators currently have the burden of tracking their
referrals.

Even the referral tracking databases used by the MACH
Heal th Care Finders and the TRI CARE Service Center are not used
to track referrals but to cover the section in case of m splaced
docunents. Therefore, the tracking of patients fromPCMto
consultant and back to PCMis just not happening. As a result,
the MACH | eadership can not optim ze services and effectively
manage it patient popul ation.

PCM f eedback

Anot her significant weakness of the current systemis the
| ack of feedback to PCMs. According to Dr. Lise Cote, Chief,
Departnent of Famly Health, PCMs receive sporadic if any

feedback from consultants regarding their patients referrals
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(L. Cote, personal conmunications, March 15, 2000).

Furthernore, PCMs are in need of other feedback tools to
hel p them manage their inpaneled patient referrals. For
exanple, a report that provides PCMs with a list of their
monthly referrals would significantly aid PCMs in their
i npanel nent responsibilities. In order to provide their PCMVs
f eedback, other DoD facilities provide PCMs with lists of their
top referrals, drugs prescribed, tests ordered, and others
i nportant indicators (J. Janes, personal comrunication, February
29, 2000). Further research is needed to determ ne the optimal
reports that could benefit PCVMs but clearly there is a need for
feedback to optim ze services at MACH

Multiple visits per Single Referral

In order for the tightest control or tracking of referrals,
Kongstvedt recomends a single visit per referral request
(1997). PCMs are then required to authorize all other requests.
This allows PCMs to maintain accountability of patients, keeps
the PCMin the patients care decisions at all tines, and avoids
“open-ended” referrals.

Contrary to Kongstvedt’'s recommendati ons, however, the MACH
PCVs of TRICARE Prine patients are free to authorize as many
visits as they deem necessary for their patients. Al though this
allows nore flexibility, it may cost the facility extra noney,
keep PCMs out of their role as the patient’s nmanager, and reduce

val uabl e speci alist productivity.
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Open-ended referrals, interestingly enough, occur nore

frequently when patients are referred to MACH speci alists as
opposed to civilian referrals. Since the specialist is within
the facility, PCMs and MHCFs incorrectly are not as concerned
about the financial inplications of these referrals. Therefore,
patients referred to MACH specialists can see the specialist as
often as the specialist desires and be referred for any test

wi t hout PCM aut hori zation. As a result, patients may receive
expensi ve and scarce avail able care from specialists that could
be provided by PCMs. Further, the responsibility for the
patient may be | ost between the PCM and the specialist, who may
not view the patient as his or her responsibility.

Lack of Referral Form Standards

Referrals fromPCMs in this study | acked standards that can
make the consultant’s job easier, increase the |ikelihood of
return consultations, and save the hospital noney. According to
Kongstvedt, all referrals should have a standard format that
indicate why the patient is being referred, what the perceived
di agnosis is or what they are concerned about, what has already
been done, and what exactly the PCMwants the consultant to do
(1997).

Al t hough PCMs in general provide sone of this information,
too often much of it is left out. This may frustrate the
consul ted provider, nmaking the visit inefficient and potentia

wasting patient and provider tinme through duplicate tests or
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t herapies. Referral standards could also aid in prospective and

retrospective reviews. Most inportantly however, referra
standards may aid in return consultations. For exanple, sone of
the referrals reviewed in the course of this study did not
request a return consultation. Perhaps the provider felt the
referral inplied a witten consultation request, but having a
standard that states whether one is needed nay increase the

i kelihood of its return

Lack of Utilization Capture

One of the nost basic requirenments for the control and the
tracking of referrals, requires a managed care plan to be able
to track the utilization of its referrals (Kongstvedt, 1997).

In the current system participants are collecting sone of the
utilization of referrals; however, at |east four different,
separate collection systens are used. Furthernore, the data
collected is not utilization focused. |In fact, the data
collected is nore for accountability and covering the section in
case the referrals get lost in transition between offices.

These dat abases appear to fall short of their potential for
inproving the referral tracking process. |If elenents such as
t he physician name, the type of diagnosis perforned, or reasons
for the referral type were added and a consolidation of these
dat abases occurred they could have a significant inpact on the
process.

Furthernore, there appears to be sone utilization capture
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in the CHCS systemthat is not even used. The extent of this

resource needs further investigation, but could potentially
provide information for provider feedback.

No | ndi vi dual Cost Data Captured

Anot her of the nmaj or weaknesses of the current systemis
the | ack of individual cost data capture. Due to the Bid Price
Adj ust nent resource nethodol ogies, tracking of referrals by
i ndividual is not performed. This current system provides
little financial incentive and previously under clinic
i npanel nent no provider incentives for individual cost data
capture.

Under future resource nethodol ogi es such as Revi sed
Fi nanci ng, however, the local MIF will becone responsible for
paynent of care on an individual basis. 1In order to do this,
the MIF nust be able to show who received care by civilian
providers in order to reconcile bills fromthe contractor on a
mont hly basis. |If the experience that MIFs currently under
Revi sed Fi nanci ng conti nues, inaccurate cost data capture can
result in the |oss of hundreds of thousands of dollars (personal
comruni cation, D. Coker, 15 March 2000).

Speci al i st Not Chosen Based upon Practice Patterns

The systens anal ysis al so provi des evidence that speciali st
provi ders are chosen based upon availability and not upon past
performance. Additionally, no data or information is captured to

reflect the outconmes of these specialist visits. Therefore,
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provi ders and HCFs may be sending patients to ineffective and

costly physicians without even knowing it. These providers may
ask patients to conplete duplicate tests or performduplicate
t herapies without the patient’s best interest in mnd.

Technol ogy Not Used to | nprove Referral Tracking

The system anal ysis al so showed that the MIF m ght not be
maxi m zing their technol ogy advantages to inprove referra
tracking. Current literature suggests using avail able
technol ogy to inprove the referral process. These technol ogies
may be as basic as a return mailer for consultations or as
advanced as interactive phone services all of, which could be
made avai l abl e.

In addition, there is sone evidence to suggest that the
MIF s medi cal information system CHCS, has capabilities that
are not being maxi m zed. These capabilities include inproving
the electronic referral record and using tenplates nore
efficiently.

O her technol ogi es are becom ng available to the MIF that
may aid the referral tracking at the MIF. These technol ogi es
i ncl ude phone dictation system capabilities, a hospital
I ntranet, and even basic enmail. A sinple change to nore current
versi ons of database software is also needed. Further study is
requi red, however, to determ ne the extent of the systens

capabilities in aiding the entire process.
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Dupl i cati on of Responsibilities

One of the major advantages of using data flow diagranms is
that they help identify duplication of responsibilities. The
data flow diagranms of the MACH referral process point to severa
key areas of responsibility duplication. These areas include
the tracking of referrals with different databases and receiving
requests for referral.

At |east four different databases and participants are
currently involved in the recei pt and data capture of referrals.
The MHCF, THCF, managed care health benefits advisor, and MACH
appointnments cell all receive and manage referrals for patients.
Unfortunately, these four sections handle information but their
dat abases do not communicate this information with each other
A clearer picture of all referrals could be gained by using a
si ngl e database to manage t hem

Concl usi on and Recommendat i ons

Recommendati ons for | nprovenent

The follow ng are reconmendati ons based upon the research
and systens anal ysis perforned. In general the recomendati ons
follow four principles for inprovenent. These principles
i ncl ude reduce duplication, consolidate information systens,
recei ve feedback to inprove the process, and elimnate
unnecessary tasks.

Track Referrals on an |Indivi dual Basis

Wth the change in resource nethodol ogi es and the
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i nperative to optim ze services, MACH should track all referrals

on an individual basis. This will give PCMs a valuable tool to
performtheir daily job of managi ng i npanel ed patients,
especially those referred to specialists. This tracking should
include all patient referrals regardl ess of whether they are
referred to MACH or civilian specialists.

Secondly, by tracking these referrals, the MACH staff can
use the information collected to maxim ze its avail able services
and avoid costly referrals to civilian specialists. If the
i nproved systens are designed properly, the | eadership could
even use this information to nmake strategi c decisions regarding
the advisability of expanding or limting specific services at
t he hospital

Furthernore, best referral practices and outcones studies
coul d be designed using this information. Once data is
col l ected and anal yzed on an individual basis, the npst
efficient and effective PCVMs could be identified. The
| eadershi p can then educate other PCVMs on how t hese providers
operate. In total, MACH can inprove its access, quality, and
even reduce costs by tracking referrals to the individua
pati ent and provider |evel.

Consolidate Processing of All Referrals to a Central Ofice

In order to increase the efficiency and effectiveness of
the system all referrals should be processed at a centra

office. Presently, the MHCFs process routine referrals from
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MACH PCMs, the THCFs process referrals fromcivilian PCMs, and

t he MACH appoi ntnent center and a managed care representative
process energency referral requests. As a result, there is no
single point of contact in which to begin the tracking process,
insure all policies and regul ations are foll owed, and nmaxi m ze
services at MACH By having a single office process al
referrals significant efficiencies and econom es of scale could
be gained not only in tracking referrals but al so through
service optim zation

| nprove and Consolidate the Referral Database

Further efficiencies could be gained by consolidating and
i mproving the databases that track all referrals from both MACH
and civilian PCMs. Presently the referral tracking perforned at
MACH and by the TSC is nore of a protective neasure in case of
lost referrals. Referrals are only tracked as they | eave the
VHCF office and are as they are received by the THCF.

In addition, the database prograns used to track the
referrals are antiquated and not transferable. By using a
shared dat abase with the [ atest technol ogy such as M crosoft
Access, MACH | eadership can track referrals fromstart unti
returned to PCMs.

The dat abase could al so track specific nmeasures for
research or for future inprovenents. Exanples of potenti al
fields in a database include defining reasons for rejection of

MACH specialist, PCMreferring, and the referral specialty
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(Kongstvedt, 1997). Each field could use “pick lists” that

allow the user to pick froma nenu of options rather than typing
in different responses.

Finally, the database could generate return nmailers, as the
appoi ntnment is booked. This return mailer could be sent to the
patient or specialist for quick and rapid return of
consultations to the PCM Using the shared dat abase, open
referrals could be then closed by support staff and the referral
woul d have a conpl eted acti on.

Educate PCVs on Referral Inplications

As Forrest et al (1999) recommended, since the nost common
reason for referral in their study was to get advice froma
specialist, using the top 50 referrals as education to PCVs nay
prove useful. By tracking referrals in a consolidated database,
the medical staff can review the top referrals of all providers
as well as by individual provider. After researching this
information, the staff can create education prograns that focus
on preventing referrals to specialists. This should not only
save noney and optim ze services, but also the requirenent for
fewer office visits may increase patient satisfaction.

In addition, PCMs could be made sensitive to the costs of
referrals by providing each PCM a sunmary of their nonthly cost
inplications. This could include a list of the provider’ s top
referred diagnostic tests, pharmaceuticals prescribed and top

referrals to specialists. By providing this information to
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PCMs, the | eadership may gain PCM support in cost conscious

deci sions but nore inportantly in inproving patient outcones.

Continue to Refer to other MACH PCNs

Oten PCMs refer to specialists with some uncertainty
(Kinnersley et al., 1999). |In order to prevent unnecessary
referrals to costly and busy specialists, often PCMs can consul t
with other PCMs. Kinnersley et al (1999) found that referral to
another PCMis acceptable to patients and provides a straight
forward neans of addressing uncertain referrals.

Since this represents one of the strengths of the current
system not nuch needs to occur to nmake this reconmendation a
reality. However, PCMs should continue to educate each other on
the results of these referrals and perhaps docunent this
information for education of future PCM

Research the Quality and Medi cal Appropri ateness Revi ews at

MACH

Since the TRI CARE Service Center has contractua
obligations to review all referrals sent to themfor specific
criteria, the quality review at MACH could potential be
elimnated. This would save routine referrals time in
processi ng and get patients to their appointnments quicker.
However, the nedical staff should conduct research into the
total returned referrals fromthe TSCto see if this is actually

feasible or not. Then an inforned decision should be nade on

whet her or not MACH shoul d performquality assurance on al
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referral s.

Revi ews for nedical appropriateness should al so be
reviewed. Presently, only three specialists performrevi ews of
nmedi cal appropriateness. Further research should be conducted
on a continuous basis to determ ne which specialty referrals
shoul d be revi ewed for nedi cal appropriateness.

Expl ore Technol ogy Options for | nprovenent

In the current systemtechnology is not used or even being
investigated for future inprovenents. Since referrals have the
potential of significantly inpacting this organization
financially every resource involved in the process should be
viewed to increase the efficiency and effectiveness of the
process. In particular, interactive voice technol ogy (Barhouny
& Bitter, 1999; Bergeron, 1997; Terry, 1999) and the Internet
shoul d be researched for potential inprovenents to the entire
process.

Create Referral Form Standards

As di scussed earlier, referral form standards should be
created in order to increase the |ikelihood of an efficient
visit and a return consultation. Specifics should address why
the patient is being referred, what the perceived diagnosis is
or what they are concerned about, what has al ready been done,
and what exactly the PCM wants the consultant to do (Kongstvedt,
1997). In addition the standards should include the nunber of

visits authorized. This will especially help prevent patients
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fromgetting | ost to MACH speci al i sts.

Anal yze Referral Data

Usi ng the consolidated referral database and CHCS, the
| eadership of MACH shoul d review information regarding the
referral process for continual inprovenent. |[|ssues researched
could be total referrals nmade by all PCMs, groups of specific
provi ders such as all Physician Assistants, and by individuals.
The information gathered through this process could be used to
determ ne the best practices perforned by PCMs and as stated
above, aid in education prograns.

Further, once data is collected on total referrals, the
MACH | eadership could then determne its referral rate. This
rate can then be used to benchmark against the national HMO
average as suggested by Kongstvedt (1997). This will provide a
basis on which to determne if PCVMs are over referring or even
under referring. The rate should not be used as a driver of
change, but as a neans for further investigation of the system

Initiate Return Mailer with all External Consults

One of the major problens of the present systemis the |ack
of returned consultations fromcivilian specialists. Curry et
al recommends an i nexpensive nethod that increased consultant
returns from39%to 60% and reduced the nedian tine between the
visit and receipt of the consultation (1980). This nmethod may be
a feasible way of providing PCMs wth increased faster

consultation returns. Therefore, research should be conduct ed
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to determne the true return rate and then if perceptions of |ow

rates are accurate, MACH could institute a return mailer. Using
t he consol i dated database and using the PCMs nane as the

reci pient, the HCFs coul d even generate a mailer | abel when
referral authorization for civilian PCVs are created.

Systens Anal ysis Recommendati ons (After Revi ew)

Usi ng the systens analysis results, literature review, and
di scussion, an updated referral tracking systemis proposed (See
Appendi x B). Again, data flow diagrans are used to identify the
changes to the process. Further, a verbal description of those
activities that can not be described with diagrans is also
provi ded.

Mai n Task: Track Referrals.

The main task represents an overview of the entire system
redesign (See Appendix B). It differs fromthe initial systens
anal ysis by a reduction of Task 1.3 Refer to Specialist From
Civilian PCM The change represents a principle foll owed
t hroughout this revised system of reducing duplication of
responsibilities. Therefore, the overall main task now
represents a total of eight instead of nine tasks.

Task 1.1: Initiate ROUTI NE Referral

In order to inprove the overall system this task requires
four changes (See Appendix B). First, all referrals for TRI CARE
Prinme patients should pass through a single office. Presently,

civilian PCVMs send referrals to the TSC. At the TSC, the THCF
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do not have access to all avail abl e appointnments and therefore

may send patients out to civilian specialists when space exists
at MACH.

Next, referral standards should be created and foll owed by
all PCMs. This wll aid specialist consultants in order to
performnore efficient visits, reduce patient frustration from
nonproductive visits, possibly speed return of consultations,
and reduce costs for duplicate visits, tests, and procedures.
Research should first be conducted to define these standards and
a policy manual should be created to aid PCMs. Additionally,
the electronic referral formin CHCS should be reviewed to
reflect these standards in order to nake the policies easier to
foll ow

Third, all referrals should be entered i nto CHCS whenever
possible. The only exception to this rule should occur if CHCS
is down for an extended duration. |f PCMs cannot enter their
referral requests into CHCS, they should conplete the witten
513/ 2161 and at a later date and their support staff should
enter the consults electronically into CHCS. This will aid in
the speed of the patient referral to a specialist, reduce the
anount of referrals |lost or delayed, and allow specialists to
review the referral electronically for nmedical appropriateness.

Finally, the guidance provided to patients should al so
change. Rather than PCMs requesting patients to make a foll ow

up visit, PCMs should instruct the patient to request that the
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consultant forward their results to the PCM Next, the PCM

shoul d instruct the patient to wait a specific amount of tine
before initiating contact with the PCM This will allow PCVs to
review results of the specialist visit and to determ ne the
appropriate course of action for the patient. This updated

gui dance should allow PCMs to proactively manage their patients
rather than reactively managi ng them when they return fromthe
speci al i st.

Task 1.2: Initiate Ugent Referral

Two changes to this task are recomended (See Appendi x B)
First, rather than PCVMs randomy choosing specialists, a
preferred specialist |ist should be designed based upon feedback
frompatient referrals. The nanaged care office could then
gather this information to indicate which specialists are best
for MACH patients. Then a copy of the nost updated |isting of
specialists should be provided routinely to PCMs. This wll
i ncrease the chances that nore appropriate specialists are
chosen for best patient outconmes and satisfaction. In addition,
this will insure that the governnent’s noney is spent in the
W sest manner.

Second, the database in which referrals are tracked shoul d
be consolidated into a single “Referral Database” that tracks
all referrals fromPCVMs both internal and external. This wll
consolidate all referrals and allow for research and

optim zation of services wthin MACH
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Task 1.3: Refer to Specialist fromGC vilian PCM

This task should be elimnated and all referrals should be
sent to the WHCF office (See Appendix B). This will reduce
redundanci es and optim ze the space used at MACH rat her than
sending patients to costly civilian providers.

Task 1.4: Receive Energency or Urgent Treatnent

This task has one change fromthe original system which
centers on reducing duplication of services (See Appendi x B).
In the present system patients who receive energency treatnent
call within 24 hours of their visit and request approval through
t he MACH Appoi ntnment Center. |In the recommended system the
requests shoul d be received by the WHCF office, entered into the
consolidated referral database and forwarded to the patients PCM
for approval. Upon its approval, the referral should be
returned to the MHCF and forwarded to the TSC

Task 2: Review MACH Referral for Medical Appropriateness

The recommendations for this task include potentially
elimnating the quality assurance review and receiving witten
referral tasks and inplenmenting an el ectronic nedica
appropri ateness review (See Appendi x B)

Since the TSC has contractual obligations to review all
referrals against MIIlinman and Robertson criteria, OCHAMPUS
policies, and Humana policies, MACH quality personnel shoul d not
be performng this task. Furthernore, the current system has

two days delay built into the systemfor a quality review that



Ref erral Tracking Process 73
is not being performed. By elimnating this step, the MHCF can

process the referrals faster.

Next, all witten referrals should be entered into CHCS to
facilitate a faster and nore efficient processing by the MHCF.
This should elimnate sone lost referrals and nmaintain a nore
conpl ete patient database in CHCS.

Finally, nedical appropriate procedures should be revi ewed
in an attenpt to create electronic review rather than paper
review and insure that the appropriate specialists are review ng
referrals. Wth an electronic review, providers can provide
faster feedback. |In addition, research should be conducted to
determine if questionable referrals are being reviewed for
nmedi cal appropriateness. Once evidence has been gathered, these
specialists should al so review these referral s.

Task 3: Maxim ze Referrals to DoD Specialists from MACH

PCMVs

The maj or changes to this task involve using a single
consolidated referral database that tracks all referrals and not
just those sent to the TSC. By tracking all referrals from
PCMs, the organi zation can get a better perspective of the
initial referrals. This will also provide a foundati on on which
to conpare total visits to civilian specialists. Therefore, the
VHCF shoul d track booked appointnents to MACH speci al i sts, other
DoD facilities, supplenental care, and all patients transferred

to the TSC
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Task 4: Refer to Cvilian Specialist from PCM

The reconmmended change for this task is to have the THCF
use the consolidated Referral Database to track referrals
received fromthe MHCFs. The Referral Database should be a
shared database for the TSC to access and update as received.
This should cut down on the amount of work performed by the TSC
and enable themto perform other tasks as recommended.

Task 5: Feedback to PCMs

The recommendations for this task offer perhaps the nost
key inprovenents for the entire system Three additional tasks
are recomended. These tasks may ultimately reduce patient,
provi der, and specialist frustration while saving tinme and
noney.

First, the WMHCF or the THCF shoul d provide patients and
consultants a return mailer addressed to the PCM This shoul d
increase the rate of consultation return (Curry et al., 1980)
and place the consultation in the hands of the PCM This w |
allow PCMs to determne the need for a follow up visit and the
ability to proactively contact patients rather than having
patients initiate a visit for followups. This can save PCM
appoi ntnents and keep patients fromhaving to visit the facility
unnecessarily.

Further, using this information, PCVMs can devel op
procedures to capture feedback on specialists. This information

can be used to provide PCVMs with guidance on which specialists



Ref erral Tracking Process 75
to choose in case of urgent referrals. Even the TSC could use

this information in order to determ ne the best nost efficient
specialists for routine referrals.

A final but key recommendation is for PCMs to use the
referral data gathered from patients and consultations in order
to educate thensel ves on best practices and to track their
referrals. As recommended by Forrest et al. (1999) the MACH
| eadership could use the information on the top 50 referrals to
educate PCVMs on appropriate and inappropriate referrals.

Al t hough the PCMs educate each other informally the use of

obj ective data could dramatically inprove the process and
identify specific areas that can be further refined. This could
prevent patients fromhaving to visit specialists that are not
avai l able for long periods. 1In total, noney and tine can be
saved through conti nuous educati on of PCMs.

Recomendati ons for Further Study

There are three factors that will change in the future and
may create opportunities for further inprovenent and research.
First, the TRICARE Service Center (TSC) is presently |ocated
approximately 1 mle fromthe hospital; however, there are plans
for it to nove within the hospital. Wth additional research on
| ocation designs, this nove could create opportunities for even
further efficiency.

Second, the Conposite Health Care System (CHCS) w |l be

upgraded to an i nproved programtermed Conposite Health Care
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System Il (CHCS Il). Research needs to be conducted to

determne if this systemsolves sonme of the current chall enges
or even creates additional ones.

Finally, as the process of “PCM by Nane” matures, PCMs nay
require additional tools to track referrals. Therefore, further
research needs to be conducted to determ ne what these tools are
and how they can inprove the process.

Concl usi ons

The systens analysis perforned in this study exposed
numer ous i nefficiencies and opportunities for inprovenent. 1In
particular the current system has duplication of
responsibilities, information systens that performsimlar
functions but are not |inked, |ack of feedback, and unnecessary
tasks. By inplenmenting and/ or researching the reconmendati ons
proposed in the study, the MACH | eadership can alter its current
busi ness processes to neet the challenges facing it presently,
optim ze its services to save noney, increase outconmes and
satisfaction, as well as prepare for the inevitable changes of

the future
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Task 3: Maximize Referralsto DoD Specialistsfrom MACH PCMs
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Task 4. Refer to Civilian Specialist from MACH PCM
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Task 5: Feedback to PCMs

Process

Process Flow ’
Data/lnfo Flow >

DaaFile I
Paticipant [ |—

Legend

PATIENT L SPECIALIST
SPECIALIST
ENCOUNTER \
+ PATIENT
COMPLETE SPECIALIST
CONSULTATION
PAD L —W|  paTiENT HCR
PCM
[ — P orriceriLe
RECEIVE TCsc
CONSULTATION
\
. MHCF
/ PCM
INITIATE PCM
FOLLOW-UPVISIT \
PATIENT
L—W|  oFficEFILE
/ PCM
PATIENT-PCM
FOLLOW-UP VISIT \ PATIENT HCR
PATIENT

SS9201d Bu oe] [|esidjay

06



Main Task: Track Referrals (After Recommendations)
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Task 1.2: Initiate URGENT Referral
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Task 1.4: Recelve Emergency or Urgent Treatment
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Task 2: Review MACH Referral for Medical Appropriateness
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Task 3: Maximize Referralsto DoD Specialistsfrom MACH PCMs
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Task 4. Refer to Civilian Specialist from PCM
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Task 5: Feedback to PCMs
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